Increase of mild disability in Japanese elders: A seven year follow-up cohort study by Okochi, Jiro
BioMed  Central
Page 1 of 17
(page number not for citation purposes)
BMC Public Health
Open Access Research article
Increase of mild disability in Japanese elders: A seven year follow-up 
cohort study
Jiro Okochi*
Address: Department of Health Services Coordination, Graduate School of Medical Sciences, Kyushu University, Maidashi 3-1-1, Higashi-ku, 
Fukuoka, 812-8582 Japan
Email: Jiro Okochi* - PXU14045@nifty.ne.jp
* Corresponding author    
Abstract
Background: Japan has the highest life expectancy in the world. In a 2002 census government
report, 18.5% of Japanese were 65 years old and over and 7.9% were over 75 years old. In this
ageing population, the increase in the number of dependent older persons, especially those with
mild levels of disability, has had a significant impact on the insurance budget. This study examines
the increase of mild disability and its related factors.
Methods: All community-dwelling residents aged 65 and over and without functional decline (n =
1560), of Omishima town, Japan, were assessed in 1996 using a simple illustrative measure, "the
Typology of the Aged with Illustrations" to establish a baseline level of function and were followed
annually until 2002. The prevalence and incidence of low to severe disability, and their association
with chronic conditions present at the commencement of the study, was analyzed. A
polychotomous logistic regression model was constructed to estimate the association of each
chronic condition with two levels of disability.
Results: An increase in mild functional decline was more prevalent than severe functional decline.
The accumulation of mild disability was more prominent in women. The major chronic conditions
associated with mild disability were chronic arthritis and diabetes in women, and cerebrovascular
accident and malignancy in men.
Conclusion: This study showed a tendency for mild disability prevalence to increase in Japanese
elders, and some risk factors were identified. As mild disability increasingly prevalent, these findings
will help determine priorities for its prevention in Japanese elders.
Background
Japan has the highest life expectancy in the world. In a
2002 Japanese census report, 18.5% of Japanese were 65
years old and over and 7.9% were over 75 years old. A
long-term care insurance (LTCI) law was introduced in
2000 to cover both home-based and institutional care
services for the large elderly population [1]. Since then,
the rapid increase in the number of beneficiaries has
enlarged the budgetary balance of calls and its premium
rates. To access LTCI-provided services, elderly persons
must comply with an eligibility test. This test is based on
the physical and mental status, and it divides care needs
into six categories or levels, based on the estimated
amount of care resource utilization[2]. According to
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Ministry of Health, Labor and Welfare (MHLW) figures,
beneficiaries of the at-home care service and the institu-
tional service increased by 99% and 38%, respectively,
between April 2000 and April 2003. During the same
period, the number of elderly persons insured by LTCI
increased by only 11%. As a result of a recent report of the
MHLW, which confirmed an increase in the need for mild
level care (grade 1 – support needed) from 46% to 53%,
the prevention of mild disability became a focus of atten-
tion. A recent government commission on elderly care in
Japan also reported that the increase in the number of eld-
erly persons, especially those with mild disability, is
endangering the insurance scheme, and the government is
in the process of redesigning the scheme to refocus serv-
ices for the elderly with mild disability away from direct
care to preventive services. Thus, prevention or delay of
the onset of functional limitation is an important objec-
tive in the health care system.
The theory of compression of morbidity suggests that life-
style changes and suitable treatment for chronic illnesses
can postpone the development of chronic conditions and
their unwanted sequelae [3]. In the United States, later
levels of disabilities and death rates are predictable from
specific chronic conditions [4-7]. Very few such studies
have been conducted for the Japanese population [8,9]
and even fewer provide information on mild disability,
which is the most common and increasing source of
dependency[8].
This study aims to describe incidence and prevalence of
functional decline, and to determine whether the inci-
dence of disability at mild and severe levels is associated
with age, gender and chronic conditions.
Methods
This research combines two distinct methodologies: a lon-
gitudinal cohort study, from 1996 to 2002, of functional
decline based on the entire population of the elderly in a
single town, and a retrospective questionnaire study of
chronic conditions in the same population.
Longitudinal cohort study
The base population of the study was the population of
Omishima town, Ehime prefecture. According to the 1995
census, the total population of the town was 4782, and
elderly persons (aged over 65) numbered 1935 (40% of
the population). The local municipality provided the
researchers with a list of all elderly persons of 65 years and
older taken from the residential register, and 1843 elderly
persons living at home (95% of this total) were identified
in August 1996. Persons who did not give written
informed consent (n = 5) were excluded from the study,
and this left an initial cohort of 1838.
Measurement of disability
The majority of studies estimating the incidence of elderly
functional decline are based on interview or question-
naire, as opposed to the probably more reliable approach
of observation [10]. The present study uses an observa-
tional instrument which, because of its simplicity and
ease of use, should permit more frequent observational
studies of elderly functional decline. This method is the
Typology of the Aged with Illustrations (TAI).
The TAI is an instrument for the measurement of elderly
function, and is composed of four scales representing
mobility, eating, toileting, and mental status (Figures
1,2,3,4) [11,12].
Each item in the TAI has six hierarchical states (5 to 0),
representing levels of disability in each domain. Five rep-
resents no disability and 0 represents extreme disability.
Each state is defined by a threshold and illustrated as
shown in the example of the mobility scale (Figure 1). The
levels on the mobility scale are as follows: level 5, ability
of the elder to climb stairs without aid or assistive devices;
level 4, can not climb stairs without aid but can walk on
flat surface without aid or assistive devices; level 3, cannot
walk on a flat surface without aid, but can move around
using assistive devices and perform transfer independ-
ently while seated; level 2, cannot either move around or
transfer while seated using assistive device or aid from the
others, but can sit up and maintain seated position ; level
1, cannot either sit up or maintain seated position but can
roll over on the bed without aid; and level 0, cannot roll
over on a bed while lying without aid.
Its reproducibility, construct validity and concurrent
validity have been established in a previous study [11].
Average weighted kappa of the four scales was 0.65 and
there were no significant differences between experienced
and non-experienced TAI users. It has high concurrent
validity with the Functional Independence Measure
(FIM).
Using TAI, 1560 elderly persons were identified as not
having any functional decline, and were used to assess the
incidence of disability each year for successive seven years
from 1996 to 2002, in order to follow its association with
age, gender, living status and presence of chronic condi-
tions. Eighteen non-professional district welfare commis-
sioners recorded information pertinent to elderly function
in the four above-mentioned domains using the TAI. Fol-
lowing intensive training in its use, they assessed the func-
tion of the participants in 1996, and again each August for
six consecutive years. The evaluators were asked to
observe and classify the present status in the measurement
month using TAI mobility, eating and toileting scales. In
case of TAI mental status scale, the evaluators were askedBMC Public Health 2005, 5:55 http://www.biomedcentral.com/1471-2458/5/55
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TAI mobility Figure 1
TAI mobility
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on a flat
floor
Both move
around
using
equipment
and transfer
while sitting
Both sit up
and
maintain
seated
position
Roll over
on the bed
while lying
The elderly person can climb
stairs withoutassistance andcan
walk out of a house.
The elderly person can not climb
stairs butcan walk alone without
assistance ona flatfloor.
The elderly person cannot walk
alone on a flat floor without help,
but can move on a flat floor with
i n s t r u m e n t ss u c ha sw a l k i n ga i d ,
wheelchair, cane, brace or walls.
The elderly person need help for
transfering or moving, butcan
standupfrombed, andremain
seatedwithouthelp.
The elderly person cannot transfer
himself while sitting but can
remain seatedandchange body
position while lying.
The elderly person cannot change
body position while lying on a bed.
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TAI mental status Figure 2
TAI mental status
5
None of one following disturbance in
cognitive function.
1. inappropriate behavior for two
weeks
2. memory or decision making
disturbance
3.Orientation disturbance
St at us
St at us
Illustration
Illustration
St at us
Illustration
St at us
Illustration
St at us
Illustration
3
T h ee l d e r l yp e r s o nd o e sn o th a v eo r i e n t a t i o n
disturbance but has behavior(s) that
embarrass his family or neighbors.
"Don't waste your money!"
Apparent forgetfulness "Someone took
my wallet!"
Sit t ingalldaylong
Restlessness and/or
agressiveness
"I can read the paper"
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Problem
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TAI eating Figure 3
TAI eating
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prepared
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assistance
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Swallowing
disturbance
Parenteral
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Intravenous
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The elderly person can eat cleanly
by himself even in a presence of
paralysis or dementia and does
notrequire preparation or aidat
table.
The elderly person can eat by
himself regardless of how he
eats(without help in preparation).
There is noassistance required
w h i l ee a t i n g .H o w e v e r ,t h ee l d e r l y
person may stain the table.
The elderly person requires
assistance while eating. However,
there is no swallowing disturbance
if the care giver brings foods to
the mouth.
The elderly person has swallowing
difficulity even if the care giver
brings the food to their mouth.
Therefore, softened foods such as
p a s t ea n d / o rj e l l ya r ef r e q u e n t l y
used.
Parenteralalimentation(nasal,
gastric or intestinal)
Intravenous alimentation
(intravenous, IVH)
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TAI toileting Figure 4
TAI toileting
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cleanly
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assistance
to go to
the toilet
Use diaper
always
Difficulty
changing
diaper
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ization
The elderly person goes to toilet
by himself and shows no failure of
excretion for at least two weeks.
T h e r ei sn op o r t a b l et o i l e to ro t h e r
aidatbedside.
The elderly person goes to toilet
by himself regardless of failure.
The elderly person does not use
diaper or portable toilet except for
specialoccasions suchas during
travel.This category includes the
elderly persons with ostoma who
controls excretion by himself.
The care givermustgive
instruction or help to the elderly to
go to the toilet. The elderly person
does notalways require diaper.
The elderly person always
requires diaper. However, the
elderly person cooperates in
changing diaper.
The care giver has difficulty
changing the diaper of the elderly
person.Therefore, it requires two
persons to change the diaper. The
elderly person may exhibit
polluting of surroundings by urine,
problem behaviour with urine, and
toileting on the bed.
The elderly person require
catheterization. This category
includes the elderly person whose
ostoma requires to be treated by
care-givers.
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to observe and also to interview the relative functional sta-
tus. In cases of cognitive impairment, the assessment was
based on interviews with family members as proxies,
together with observation of the elderly person.
Retrospective questionnaire on chronic conditions
In addition to the yearly observation of elderly functions,
a questionnaire covering seventeen chronic medical con-
ditions (including the onset) was completed by the partic-
ipants remaining in February 2003. Those elders who
were hospitalized, institutionalized or died by 2002 were
excluded from the questionnaire study since they were
unable to complete the questionnaire survey. The same
district welfare commissioner, who originally carried out
the observation with TAI, distributed and collected the
questionnaires. They also assisted respondents who had
difficulty in completing the questionnaire.
The seventeen chronic medical conditions were decided
based on a Ministerial statistical report on long-term care
insurance law [13], and modified for the purpose of this
study. They were: chronic arthritis, osteoporosis, bone
fracture, chronic pain, cerebrovascular accident (CVA),
heart disease, high blood pressure, diabetes, hyperlipi-
demia, chronic lung disease, intestinal disease, renal dis-
ease, eye disease, malignancy, depression, Alzheimer's
disease and Parkinson's disease.
The questionnaire provided descriptions and definitions
of the chronic conditions to facilitate understanding and
eliminate recall bias as far as possible. It also included the
onset years of chronic conditions. Data of social status,
social activities, and health-related behavior was also
recorded, but were not used in the current analysis.
Analysis
The initial sample of 1838 was used to describe the corre-
lation of initial disability and future severity. Of these,
samples not providing a disability index due to death,
emigration or institutionalization were not included in
the analysis of disability index.
The data of 1560 elderly persons without initial func-
tional decline were used to assess the incidence of disabil-
ity in the population studied. Using the TAI scale, the
author devised a disability index [14,15], as follows. Each
of the four scales of TAI has a six-level structure (Figure
1,2,3,4). Level 5 of elderly function in each scale repre-
sents no disability and was scored as 0. At level 4, the elder
has one functional problem, for example in TAI mobility,
in climbing stairs, and is assigned a score of 1; at level 3,
the score is 2, and so on. The results of all four scales are
summed to form a single index, theoretically ranging
from 0 to 20, and then divided by 20 to give each individ-
ual's score for each year of the survey.
Elders with a disability score of 0 in any year were defined
as no disability. Those with scores of 0.05 to 0.10 (maxi-
mum of two disabilities) were defined as suffering from
mild disabilities. Those elders with an index score equal to
or greater than 0.15 (more than three disabilities) were
defined as suffering from severe disabilities.
The disability-free sample (n = 1560) was used to describe
the prevalence and incidence of disability. For the analysis
of point prevalence, the result of each year's measurement
was applied. For the analysis of incidence of new mild dis-
ability from disability-free samples, the person-year
method was used. Incidence of severe disability included
progression of mild disability to severe disability.
The association of disability index with gender, age and
chronic medical condition, over the seven years, was ana-
lyzed using applicable data from the 1560 samples.
Population of elderly people living at home: Flow of subjects  through the study Figure 5
Population of elderly people living at home: Flow of subjects 
through the study
The elderly population over 65 in 1995(n=1935)
Not eligible:97(5%)
•not at home (n=92)
•refusers (n=5)
First observation in 1996( n=1838)
Status in 1996
•no disability (n=1560)
•mild disability (n=180)
•severe disability (n=98)
Of these 1200 were measured
for consecutive 7 years
Without disability in 1996 used for incidence analysis (n=1560)
Excluded
•institutionalized (n=50)
•emigrated (n=53)
•dead between 1997-02 (n=289)
Initial living status andendpoint functional status
measured (n=1168)
Respondents to the questionnaire study(2003) used for
risk factor analysis (n=1067)
All consecutive 7 years measured (n=1107)BMC Public Health 2005, 5:55 http://www.biomedcentral.com/1471-2458/5/55
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A polychotomous logistic regression model was con-
structed to test the effect of each covariate on the develop-
ment of functional decline at the two levels of severity
using eligible data [16]. The covariates were age at base
line, living status and the seventeen chronic conditions.
Only chronic conditions diagnosed before 1996 were
included in the analysis so as to avoid the inclusion of
acute episodes of diseases, such as CVA and bone
fractures.
The associations of the chronic conditions with each of
the two outcome variables were tested independently,
using the chi-square or Fisher's exact test, by stratification
and non-stratification of gender and endpoint functional
status. Only those conditions that achieved a significance
level of P < 0.05 were incorporated in the logistic
regression.
Finally, as the population studied showed gender differ-
ences in functional decline, separate models for men and
women were constructed. All p values were two-tailed.
The analyses were conducted using SPSS 11.5.1J,
Windows.
Results
The cohort of 1838 elderly persons aged 65 and over was
40% male at the beginning of the study in 1996. Age range
was 65 to 99 years, and average age was 73.6 years (SD
6.5) for males and 74.8 years (SD 7.1) for females.
When first observed in 1996, 1560 (85 %) of these elders
had no functional decline, 180 (10 %) showed a mild
level of disability, and 98(5%) showed severe disability.
Additional file 1 shows the change of the status from 1996
to 2002. Higher transition to severe disability was more
prominent in mild disability group (14%) compared with
no disability group (4%). There was a difference of transi-
tion from no disability to mild disability between genders
(male 10% versus female 23%). The transition from no
disability to dead was higher in male (26% versus 13%).
The average age of sample without disability of men (n =
654) and women was 73.0(SD6.0) and 73.6(SD6.3),
respectively.
By 2002, 289 of the original 1560 participants without
initial disability had died, 53 were lost to follow up or
emigrated, and 50 were hospitalized or institutionalized.
All of them were excluded from the analysis of risk factors.
Of the 1168 participants remaining in the study in 2002,
1107(96%) participants provided the initial living status
data and were measured for all consecutive 7 years, and
1067 (93%) responded to the questionnaire in 2003.
Figure 5 summarizes the subjects' progress through the
study.
The disability index in 1996 was significantly higher in
those who died before the last measurement in 2002
using the 1273 surviving cases and 433 deaths (Mann-
Whitney's U Test, P < 0.001). These 1200 cases who were
measured for consecutive 7 years were analyzed to show
the result of the rank correlation between the initial disa-
bility index and the disability index of subsequent years,
after excluding elderly who died (n = 433), emigrated (n
= 66), or were unable to participate further due to hospi-
talization or institutionalization (n = 66) (Table 1).
Table 1: The Mean and median of disability index and rank correlation between disability index of 1996
year 1996 1997 1998 1999 2000 2001 2002
Male (n = 
453)
Mean 0.006 0.006 0.010 0.012 0.015 0.018 0.027
SD 0.035 0.034 0.053 0.058 0.060 0.067 0.080
Median 0.003 0.003 0.003 0.004 0.007 0.008 0.012
Correlation* 0.629 0.475 0.433 0.363 0.324 0.327
P <0.001 <0.001 <0.001 <0.001 <0.001 <0.001
Female (n = 
747)
Mean 0.007 0.009 0.009 0.011 0.016 0.022 0.036
SD 0.031 0.032 0.035 0.043 0.055 0.061 0.082
Median 0.005 0.006 0.006 0.007 0.010 0.014 0.020
Correlation* 0.615 0.521 0.460 0.363 0.324 0.256
P <0.001 <0.001 <0.001 <0.001 <0.001 <0.001
*Spearman's rank correlation between disability index of 1996BMC Public Health 2005, 5:55 http://www.biomedcentral.com/1471-2458/5/55
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Table 2 shows the distribution of disabilities, according to
TAI grade, of subjects at the two levels of the index of dis-
ability, in1996. For example, of those with mild disability
(n = 180), 141 (78%) could not climb stairs by them-
selves, but could walk on a flat surface without aid or
assistive devices, and 13 (7%) could move about only on
a flat surface with aid. Forty-three (24%) had mild mem-
ory problems and 15 (8%) had mild difficulty using toilet.
Only two had a problem with eating. In those with mild
disability, 145 (81%) showed disability on only one scale,
while 35 (19%) showed disability on two scales. 84 per-
cent of the elders had disability only in the mobility scale
and this suggested that the mild disability group is com-
posed mostly of the elders with mobility problem, with-
out other functional problem.
Subjects with severe disability (n = 98) had a variety of
functional impairment. In this group, only two cases (2%)
showed disability on only one scale, both of which
involved mental status dysfunction, and 4 cases (4%) had
no problem with mobility.
Only one subject had a TAI mental level of 3 and only four
a TAI mental level of 1, all of whom exhibited problem
behaviors, as shown in the Figure 2.
Prevalence and incidence of disability
Figure 6 shows the change of the median of the disability
index for consecutive seven years (n = 1107). In this anal-
ysis, only the samples that were measured for consecutive
7 years were included, and therefore, the elderly persons
who were hospitalized, institutionalized, dead or emi-
grated were excluded. Older age at base line had an effect
on the rate of the disability development. In base line age
group older than 75, the increase of the disability index
was more prominent in woman than that of man after
year 2000. Most of the curves, except for the man aged 75
and over, showed an exponential increase pattern.
The associations of gender and age with scores on the dis-
ability index were tested separately on yearly data using
the eligible samples from the same population (n =
1107). Gender difference was not obvious from 1997 to
2001, but in 2002 women showed a higher mean disabil-
ity index score than men (male 0.22, female 0.30, T test, P
< 0.05). Age at enrolment, in 1996, correlated positively
with disability index scores for every year of measurement
(Spearman's rank correlation, P < 0.01).
The point prevalence of disability at the two severity lev-
els, and of institutionalization and death, is shown in Fig.
7. Mild disability was more increased in women than in
men, rising to 22% in women versus 10% in men by
2002. By contrast, loss from the study population by
Table 2: Disability level and result measured with the typology of the aged with illustrations (TAI) in 1996
mild disability (n = 180)
TAI level mobility mental eating toileting
5 14% 76% 99% 92%
47 8 % 2 4 % 1 % 8 %
3 7 %1 %1 %0 %
2 0 %0 %0 %0 %
1 0 %0 %0 %0 %
0 0 %0 %0 %0 %
severe disability (n = 98)
TAI level mobility mental eating toileting
5 4% 44% 61% 16%
4 21% 27% 28% 34%
3 32% 1% 7% 20%
2 21% 21% 2% 16%
1 15% 3% 1% 12%
0 6 %4 %1 %1 %BMC Public Health 2005, 5:55 http://www.biomedcentral.com/1471-2458/5/55
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death was more common in men, reaching 26% in men
versus 13% in women by 2002. The proportion of severe
disability in 2002 was 3.4% and 4.2% for men and
women, respectively, and the proportion of elders who
were institutionalized in 2002 was 3.4% and 4.2%,
respectively.
As shown in Table 3, age-group in 1996 also had an effect
on the development of the disability. In men, higher age
group showed higher proportion of death in 2002, while
institutionalization was higher in younger age group. In
women, both the proportion of death and institutionali-
zation were higher in older age group.
Pattern of disability index median, in gender and age groups (n = 1107) Figure 6
Pattern of disability index median, in gender and age groups (n = 1107)BMC Public Health 2005, 5:55 http://www.biomedcentral.com/1471-2458/5/55
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Prevalence of disability, institutionalization and death in men versus women without initial disability (n = 1560) Figure 7
Prevalence of disability, institutionalization and death in men versus women without initial disability (n = 1560)
Table 3: Age and gender difference of the disability, institutionalization and death without initial disability (n = 1560)
gender age group no disability mild disability severe 
disability
institution* emigrated† death
Male 65 to 74 n 271 38 14 15 11 78
( n  =  4 2 7 ) %6 3 93431 8
7 5  a n d  o v e r n8 2 2 9 841 0 9 4
( n  =  2 2 7 ) %3 6 1 3 4244 1
T o t a l n 3 5 3 6 72 21 92 11 7 2
( n  =  6 5 4 ) %5 4 1 0 3332 6
Female 65 to 74 n 375 94 12 15 11 39
( n  =  5 4 6 ) %6 9 1 7 2327
7 5  a n d  o v e r n 1 0 8 1 1 1 2 61 62 17 8
( n  =  3 6 0 ) %3 0 3 1 7462 2
Total n 483 205 38 31 32 117
( n  =  9 0 6 ) %5 3 2 3 4341 3
* including hospitalization
† including loss from the sample with unknown reasonsBMC Public Health 2005, 5:55 http://www.biomedcentral.com/1471-2458/5/55
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Figure 8 shows the yearly incidence of new cases at the two
levels of disability by gender. A high incidence of mild dis-
ability compared to severe disability was particular to
females. The incidence of death was higher in men in all
6 consecutive years (data not shown).
Factors associated with disability
Additional file 2 shows baseline chronic conditions in
1996, cross-tabulated with the outcome level of disability
by gender. The average age of males (n = 405) completing
this part of the study was 71.6 years (SD 4.9), and of
Incidence of disability by severity and gender Figure 8
Incidence of disability by severity and genderBMC Public Health 2005, 5:55 http://www.biomedcentral.com/1471-2458/5/55
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females, 72.6 years (SD 5.8). At least one chronic condi-
tions was reported by 671 (61.4%) of this group.
The association of number of chronic conditions with
scores on the disability index was tested separately on
yearly data using this sample (n = 1067). The number of
chronic condition was correlated with disability index
score in 1998 (P < 0.05), 2000, 2001 and 2002 (P < 0.01,
respectively).
The selection of elderly persons without functional
decline at the commencement of the study excluded the
participants suffered from Alzheimer disease or other
dementia. Depression (n = 11), Parkinson's disease (n =
7) and Alzheimer disease (n = 0), which were too low in
prevalence in 1996 to permit statistically meaningful
analysis, are not included in this table. Chronic arthritis,
osteoporosis, bone fracture, cerebrovascular accident
(CVA), diabetes, chronic lung disease, eye disease and
malignancy all showed significant associations with level
of disability (chi-square test or Fisher's exact test, stratify-
ing and non-stratifying the outcome severity level).
The chronic conditions with statistically significant associ-
ations and age at initial measurement were used to con-
struct the polychotomous logistic regression model
shown in Table 4. The conditions found to be related to
mild disability in males were CVA and malignancy, and
that to severe disability was CVA. The chronic conditions
related to mild disability in women were chronic arthritis
and diabetes, and those related to severe disability were
chronic arthritis and CVA. The results for severe disability
must be interpreted cautiously, because of the limited
number in the end-point sample; the confidence interval
for relative risk is larger than that for mild disability.
Because of the relatively low prevalence of chronic condi-
tions, the sum of chronic conditions suffered was used to
determine the effect of multiple conditions. The relative
risks, of adding 1 chronic condition for severe and for
mild disability were 1.2 (95%CI 1.0–1.4) and 1.2 (1.1–
1.3), respectively, controlling for age and gender.
Discussion
The aim of the current study was to describe incidence and
prevalence of disability and to identify the effect of a age,
Table 4: Associations of Chronic Conditions and Age with Functional Decline in Participants Without Initial Functional Limitation (n = 
1067)
outcome level
mild severe
Gender Covariate R.R 95% C.I. P R.R 95% C.I. P
Male
age* 2.5 (1.4–4.5) P < 0.01 5.3 (2.1–13.2) P < 0.01
chronic arthritis 1.9 (0.6–6.2) 1.6 (0.3–8.6)
osteoporosis† 4.4 (0.5–36.2) n.a
bone fracture 2.6 (0.8–8.1) 1.7 (0.2–14.8)
CVA§ 5.6 (1.7–19.1) P < 0.01 20.3 (5.2–78.6) P < 0.01
diabetes 1.2 (0.4–3.1) 2.5 (0.6–10.1)
chronic lung 
disease
2.2 (0.9–5.6) 2.9 (0.7–12.0)
eye disease 1.0 (0.4–2.4) 1.0 (0.3–3.6)
malignancy† 5.4 (1.6–18.3) P < 0.01 n.a
Female
age* 4.9 (3.4–7.1) P < 0.01 9.0 (4.4–18.2) P < 0.01
chronic arthritis 2.8 (1.5–5.2) P < 0.01 5.4 (1.9–15.8) P < 0.01
osteoporosis 1.4 (0.6–3.2) 2.6 (0.7–9.9)
bone fracture 1.3 (0.6–3.1) 1.1 (0.3–4.9)
CVA§ 3.4 (0.6–19.8) 22.3 (2.5–198.5) P < 0.01
diabetes 2.6 (1.2–5.9) P < 0.05 1.5 (0.2–13.2)
chronic lung 
disease
0.3 (0.1–1.1) 1.5 (0.3–8.0)
eye disease 1.1 (0.6–1.8) 0.8 (0.3–2.3)
malignancy† 0.8 (0.3–2.3) n.a
*effect of ten-year increase, † insufficient numbers in category, §cerebrovascular accidentBMC Public Health 2005, 5:55 http://www.biomedcentral.com/1471-2458/5/55
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gender, living condition and chronic conditions as risk
factors of functional decline in Japanese elders, and to
associate them with different degrees of disability. The
identification of risk factors that correlate with the
development of mild disability, and which serve as are
suitable targets for prevention, is of particular importance
in today's society, where increasing prevalence of mild
disability and of costly dependency of the aged is clearly
apparent [17,18]. The present study is also of interest for
its use of a base population in which the proportion of
elders, aged 65 and over was 40%. To the best of the
author's knowledge, this is the most aged society studied
epidemiologically to date.
Prevalence and incidence of disability
This study initially used the disability index to show the
occurrence of disability in the population. This index had
an exponential distribution, i.e. the most of the elders
have no disability as shown in Table 1 and Figure 6, since
the sample represents a normal population, as is in a pre-
vious study[14].
The speed of disability development was different among
age-groups and genders, suggesting that there is different
underlying process for developing disability among these
groups (Figure 6). To examine this difference, the author
divided the disability into two categories; mild and severe
disability. And the change was prominent in the mild dis-
ability group (Figure 7).
Although the mortality rate of this cohort was within the
range of that of other studies, the prevalence of overall dis-
ability was higher than in some other studies in Japan [19-
21]. One study, for example, reported a lower rate of
mobility disability compared to the present study [21].
This may be because of fine categorization in TAI defini-
tions, as it classifies the elders who have problem to climb
stairs into mild disability. In a previous study, stair
climbing was categorized to be the difficult task, com-
pared to other ADL and mobility items[22]. The measure-
ment instrument in this study employs it as a tool to
detect mild disability. Repeated measurement will likely
show a higher chance of identifying more disability[23],
and the very aged population might also have been
responsible for this difference in prevalence.
The present study found an increase of mild disability in
the cohort, especially in women. These findings appear to
differ from those of previous studies which found that
men show a faster decline than women in the Japanese
population[21]. However, this result is in accordance with
that of women having a longer survival time, and there-
fore the disability accumulates in women [24]. In woman,
the transition from no disability to mild disability was
higher in both age groups than men (Table 3). Higher
disability index after 2000 in woman aged 75 and over
also supports the accumulation of disability in woman. In
men, higher age group showed higher proportion of death
in 2002, but it did not apply to the cases of institutionali-
zation. This suggested the non-exponential pattern of
increase of disability index median in men (Figure 6) was
attributable to the death, but not to institutionalization.
The gender difference of the proportion of elders with
severe disability was not as prominent as with mild
disability. These results suggest different factors are associ-
ated with the development of disability in two genders,
especially in the development of mild functional
limitation.
Factors associated with disability
Earlier studies in Japan have identified a variety of chronic
conditions as related to the development of task specific
ADL or IADL disability [19,25,26]. The association of
chronic diseases with both physical and cognitive func-
tion has been investigated [8,19]. However, to date, no
studies using a cohort design and a Japanese sample have
reported the association of number and type of chronic
conditions with severity levels of disability to the best of
the authors' knowledge.
It is reasonable to hypothesize that different kinds of
chronic conditions will have different functional seque-
lae, and there is some empirical evidence both in the US
and in Japan that different risk factors are associated with
reduced performance on different levels of disability.
Previous non-Japanese studies have estimated the risk
associated with chronic conditions for the development
of different levels of functional or ADL disability[4,6,7].
In the present study, the principle associates of both levels
of disability for men were CVA and malignancy, while in
females they were chronic arthritis, CVA and diabetes, as
shown in Table 4. These findings are similar, but not iden-
tical, to those found in a previous Japanese study [25].
Some chronic conditions might relate to earlier death of
the participants. The weak association between the
number of chronic conditions and the disability index in
earlier years, namely 1997 and 1999, might be due to
exclusion of deceased and institutionalized cases.
Of the chronic condition studied, CVA is the most fre-
quently cited as to have association with functional
decline [8,25,27], but it has been shown that, because of
the short survival time after stroke, the number of
dependent elderly persons does not necessarily increase as
a result [21]. This study also showed the association of the
severe disability and CVA. And the incidence and preva-BMC Public Health 2005, 5:55 http://www.biomedcentral.com/1471-2458/5/55
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lence of disability did not increase as much as the mild
disability.
In contrast, chronic arthritis is consistently found to be a
risk factor for both genders, and shows no association
with mortality [4]. As might be expected, studies have
indicated that the prevention of disabilities consequent
on non-fatal conditions, such as chronic arthritis, is the
most cost-effective preventative strategy [17,18]. The
present study confirmed the significance of chronic arthri-
tis, in women only, both for its high prevalence (9%) and
its high relative risk for the development of both mild and
severe disability.
This study also found the association between diabetes
and mild disability in woman. In a Japanese population,
Kishimoto et al. reported that, a history of diabetes is asso-
ciated with poor performance on more ADL tasks in
women than in men [26]. Diabetes has been shown to be
associated with slower walking speed, inferior lower
extremity function, and decreased balance[28], all of
which meet characteristics of mild disability in the present
study.
Many previous studies have suggested bone fracture and
osteoporosis are risk factors for functional disability
[29,30]. In the present study, however, while bone frac-
ture and osteoporosis, in women only, appeared to be
associated using Fisher's exact test, it failed to show a rela-
tionship in the logistic regression model. Ross et al. have
suggested that the risk of falls among Japanese women is
lower than for Caucasian women [31]. The low prevalence
of these conditions in non-disabled persons may have
contributed to this result. In addition, it is possible that
the six-year analysis interval used in the current logistic
regression analysis was too long for the detection of effects
of bone fracture[23].
The prevalence of the chronic condition that achieved sta-
tistical significance with chi-square test was highest in eye
disease in women, but it did not show association in the
logistic regression model. Next to it was the chronic
arthritis, osteoporosis and bone fracture, followed by the
diabetes. In men, chronic lung disease is the highest fol-
lowed by the CVA then chronic arthritis. This result
suggested different approach in prophylaxis is required to
prevent accumulation of disability in the population.
Study limitation
The present study has a few limitations. The history of
physician-diagnosed chronic medical conditions and self-
reports of the same were obtained retrospectively. A previ-
ous study had found that self-report of chronic conditions
in the elderly was accurate [32], but inaccurate recall of
the time of onset of chronic conditions was present, espe-
cially for arthritis [33]. Current ignorance of the preva-
lence of chronic conditions among well-functioning
Japanese elders also limits the interpretation of the preva-
lence of chronic conditions among this sample. The exclu-
sion from the analysis of participants who died or were
institutionalized or emigrated in the course of the study,
some of whom may have exhibited a chronic condition at
baseline, may also have affected the results since those
who were included for the analysis of risk factors were
younger and thus were presumably healthier. The absence
of information regarding to the levels of severity of the
chronic conditions reported, and the relatively low preva-
lence of each chronic condition, meant that the associa-
tions measured were less specific than could be desired.
Chronic conditions such as osteoporosis and Parkinson's
disease that did not achieve statistical significance in this
study may in fact contribute to the development of disa-
bility with a larger sample. Some conditions could be
related to the development of disabilities in shorter or
longer period of observation.
This study did not incorporate those elders who were
institutionalized or dead at the endpoint for the analysis
of the risk factors. This is because only 24 percent of the
institutionalized cases provided responses to the ques-
tionnaire study, and none did so in the deceased cases,
compared to 90 percent of the surviving cases. Inclusion
of these endpoints could have improved association with
the risk factors.
In addition, caution should be exercised with regard to
extrapolation of the results to other populations due to
the use of a single base population. However, the present
study does have the advantage of using a whole
population rather than a sample. By using geographically
defined area, this study had little loss of the data through-
out the 7 consecutive years.
Other methodological approach of analysis, such as the
use of Structural Equation Model (SEM) could have been
more appropriate with this data. However the stability of
the model when applied for this analysis was poor,
mainly because of the distribution of the endpoint varia-
bles used in this study.
Despite the limitations, this study is significant in that it
provides information on the incidence and prevalence in
Japan of two levels of disability – mild and severe – and
gives indication of priorities in the selection of chronic
conditions for prophylaxis, especially as regards to the
elderly with mild disability over a lengthy period. In the
context of long-term care insurance in Japan, and plans to
direct services for mildly impaired elderly persons towards
rehabilitation, this study can be employed to develop suit-
able objectives in the prevention of unwanted sequelae ofBMC Public Health 2005, 5:55 http://www.biomedcentral.com/1471-2458/5/55
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chronic conditions. This study also suggested that man
and woman require different prophylaxis, because differ-
ent factors were associated with the development of disa-
bilities in two genders.
Population-based studies using TAI in another Japanese
town, at two- and six-month observation intervals have
been initiated by the author and collaborators, in order
better to understand the functional loss process and its
risk factors.
Conclusion
This study showed a tendency for mild disability preva-
lence to increase in Japanese elders, especially in women.
This study also identified some risk factors in the develop-
ment of mild disability; chronic arthritis and diabetes for
women and the CVA for men. In Japan, the budgetary bal-
ance of the newly instituted long-term care insurance sys-
tem is endangered by increase in the mildly impaired
elderly, and these findings should help determine priori-
ties for prevention.
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